Body Fat Distribution, Plasma Lipids, and Lipoproteins by Gruchow, H. William & NC DOCKS at The University of North Carolina at Greensboro
Body Fat Distribution, Plasma Lipids, and Lipoproteins 
 
By: Alfred J. Anderson, Kathleen A. Sobocinski, David S. Freedman, Joseph J. Barboriak, Alfred A. Rimm, and 
Harvey W. Gruchow 
 
Anderson AJ, Sobocinski KA, Freedman DS, Barboriak JJ, Rimm AA, Gruchow HW.  Body fat distribution, 
plasma lipids, and lipoproteins. Atherosclerosis 8:88-94, 1989. 
 
Made available courtesy of Elsevier: http://www.elsevier.com/ 
 
*** Note: Figures may be missing from this format of the document 
 
Abstract: 
The relation of body fat distribution as measured by the ratio of waist to hip circumferences (WHR) to plasma 
levels of lipids and lipoproteins was studied In 713 men and 520 women who were employed by two 
Milwaukee companies. Quetelet Index (kg/m
2
), waist girth, hip girth, and WHR were each positively related to 
levels of total cholesterol, triglycerides, apolipoprotein B, and the ratio of total to high density lipoprotein 
(HDL) cholesterol. In addition, the anthropometric measures were inversely associated with levels of HDL 
cholesterol. (Controlling for age, alcohol Intake, exercise level, current smoking status, and oral contraceptive 
use only slightly reduced the strength of the correlations.) In addition, WHR and Quetelet Index were 
Independently related to lipid and lipoprotein levels, and the magnitudes of the associations were roughly 
equivalent For example, the mean (covariate-adjusted) triglyceride level among men in the upper tertile of the 
Quetelet Index was 37 mg/dl higher than for men in the lower tertile of the Quetelet index; the corresponding 
difference according to WHR tertiles (upper to lower) was 39 mg/dl (p < 0.01 for both effects). These findings 
indicate that In healthy men and women a less favorable lipid and lipoprotein profile is associated with elevated 
levels of both Quetelet Index and WHR. 
Index Terms: obesity • waist/hip ratio • lipids • lipoproteins • apolipoprotein B • body fat distribution 
 
Article: 
besity is related to abnormal lipid and carbohydrate metabolism and Is predictive of subsequent cardio- 
vascular disease.
1,2
 However, the associations have often been fairly weak or have been observed only over long 
periods of follow-up,
3,4
 and obesity may be a risk factor In only specific subgroups of overweight persons.
5
 
Much evidence suggests that high risk obese individuals are characterized by their distribution of adipose tissue. 
Vague
6
 was the first to document that the male (android) pattern of upper body obesity, characterized in part by 
a relatively thick skinfold at the nape of the neck, is more strongly related to increased insulin levels, diabetes, 
and atherosclerosis than Is the female (gynoid) pattern of lower body obesity. 
 
The adverse effects of upper body obesity have also been studied by using the ratio of waist to hip circumfer-
ences (WHR),
7
 a relatively simple index that emphasizes abdominal obesity.
8,9,10
 WHR Is associated with an In-
creased prevalence of hypertension and diabetes
11,12
 and with levels of triglycerides, glucose, insulin, and blood 
pressure.
13,14,15
 Prospective studies have shown that, even after accounting for Quetelet Index (kg/m
2
) or various 
skinfold thicknesses, the risk of coronary heart disease is greatest in both men
16
 and women
17
 with an increased 
WHR. 
 
Although the mechanism by which WHR confers an increased risk of disease is not clear, adipose tissue at 
different locations exhibits metabolic differences
18
 which may influence lipoprotein levels. Although this 
possibility is supported by reports that WHR is related to adverse levels of lipids and lipoproteins, these studies 
have examined primarily overweight persons.
13,14,15 
We therefore assessed the relation of WHR to levels of 
lipids and lipoproteins, including apolipoprotein B (apo B), In 1233 apparently healthy men and women. 
Emphasis was given to the possible confounding effects of relative weight, as measured by Quetelet index. 
 
 
O 
Methods 
Study Population 
Participants were primarily white-collar workers who volunteered for plasma cholesterol screenings at their 
place of employment (two Milwaukee companies) from June 1985 to March 1986. Approximately one-half of 
all eligible persons participated in the screenings and completed a life quality questionnaire. Informed consent 
was obtained, and the study protocol was approved by the Human Research Review Committee of the Medical 
College of Wisconsin. 
 
The current study is restricted to 1233 white 20- to 65year-olds (713 men, 520 women); blacks (n = 38), Orien-
tals (n = 10), and other racial groups represented less than 5% of all participants and were excluded from the 
current analyses. Persons who had been told by a physician that they were diabetic (n = 10) were also excluded. 
 
General Examinations 
Weight, height, waist, and hip measurements were taken In a uniform manner by trained personnel, with 
participants wearing light clothing. Waist circumference (girth) was measured at the navel; hip circumference at 
the widest part of the hips and buttocks. (WHR ranged from 0.75 to 1.02 among men, and from 0.59 to 0.93 
among women,) Weight and height data were obtained using standard calibrated balance scales with vertical 
measuring rods. The Quetelet Index (kg/m
2
) was calculated as a measure of weight relative to height,
19
 The 
influence of clothing on these anthropometric measurements should have been similar for all participants, and 
likely introduced little bias into the observed associations. 
 
Information on alcohol intake, smoking, exercise, and oral contraceptive (0C) use were obtained from a ques-
tionnaire that has been extensively used in patients undergoing coronary arteriography.
20
 Alcohol intake was ex-
pressed as ounces of absolute alcohol (including beer, wine, and hard liquor) consumed per week. As previously 
described?
21
 exercise was a count of the number of times per month that each person participated in aerobic 
exercise. Information concerning the use of OC within the last 3 months was also obtained. However, data 
concerning the specific components of the OC preparations were not collected. 
 
Laboratory Analyses 
Employees were requested to fast overnight, and 10 mi of blood was drawn by venipuncture between 8:00 and 
9:30 A.M. Plasma levels of total cholesterol and triglycerides were measured using automated procedures
22,23,24
 
with quality control monitored by the Centers for Disease Control (Atlanta, Georgia). High density lipoprotein 
(HDL) cholesterol was measured after heparin-manganese precipitation of other lipoproteins, according to 
procedures developed by the Lipid Research Clinics.
24 
 
Plasma levels of apo B were measured by our enzyme-linked immunoassay.
25
 Apo B levels among men ranged 
from 34 to 169 mg/dl (mean, 51 mg/dl) and from 22 to 170 mg/dl (mean, 70 mg/dl) among women, agreeing 
well with values reported In smaller studies using radioimmunoassay procedures.
26
 In addition, a previous 
study
27
 examined apo B levels as measured by our assay among 110 male patients undergoing arteriography. 
Apo B was highly correlated (r= 0.73) with the sum of very low and low density lipoprotein cholesterol, and 
tended to be more strongly related to the extent of coronary artery disease than were levels of total cholesterol, 
triglycerides, or the sum of very low and low density lipoprotein cholesterol. 
 
Statistical Methods 
Because the distributions of several variables were skewed, Spearman rank correlations or log (for triglycerides) 
and square root transformations (exercise and alcohol intake) were used in several analyses. Statistical sig-
nificance was assessed at the 0.01 level because of the large number of comparisons. All p values are two-sided. 
 
The mean levels of selected characteristics were contrasted between men, women who were not using 00, and 
women who were using OC. Analysis of covariance was used in these comparisons to control for age. 
interrelationships among anthropometric measures (Quetelet Index, waist and hip girths, and WHR) were 
assessed using correlation coefficients, and their associations (both unadjusted and covariate-adjusted) with 
levels of lipids and lipoproteins were also examined. Covariates Included age, current smoking status, alcohol 
intake, exercise, and OC use. 
 
Partial correlation coefficients were used to examine the Independent relation of WHR to levels of lipids and 
lipoproteins after controlling for Quetelet Index and covariates. The relation of WHR to the plasma variables 
was also examined within strata (tertiles) of Quetelet Index. In addition, two-way analysis of covariance was 
used to assess linear trends in plasma lipid and lipoprotein levels over Miles of both Quetelet Index and WHR. 
        
 
Results 
Except for height and HDL cholesterol levels, all anthropometric and plasma variables were related to age, with 
correlations reaching 0.42 for WHR in men and 0.37 for total cholesterol in women. Tables 1 and 2 show the 
mean levels of selected characteristics, adjusted by analysis of covariance for the younger age of OC users. As 
compared with women, men weighed more and had higher mean values of Quetelet Index, waist girth, hip girth, 
and WHR. Men also exercised more frequently and consumed more alcohol, but were less likely to currently 
smoke cigarettes than were women. Although women who were not using OC had higher mean Quetelet Index 
and a larger hip circumference than did OC users, all male-female differences existed Irrespective of OC use. 
 
With the exception of total cholesterol, levels of all lipids and lipoproteins differed significantly between men 
and women (Table 2). Women had a higher mean level of HDL cholesterol ( +16 mg/dl), but lower levels of 
triglycerides (— 30 mg/d1) and apo B ( — 8 mg/dl). In addition, OC use was associated with increased (age-
adjusted) levels of triglycerides and apo B. 
 
Interrelations among the anthropometric measures are shown in Table 3 for men (upper right) and women 
(lower left). Although Quetelet Index was strongly related (r > 0.8) to waist and hip circumferences, this index 
showed a weaker correlation with WHR: r = 0.39 In women, r = 0.53 in men. Waist and hip girths were also 
strongly correlated (r > 0.8), but WHR was more strongly associated with waist circumference. In men, 
correlations with WEIR were 0.76 (waist girth) and 0.34 (hip girth); corresponding correlations in women were 
0.71 and 0.20, respectively. 
 
The relation of anthropometric measures to plasma lipid and lipoprotein levels Is shown In Table 4. Before 
adjustment for covariates, all measures showed highly significant (p<0.001) associations with levels of plasma 
lipids and lipoproteins, particularly with triglycerides and total/HDL cholesterol. Although lipid and lipoprotein 
levels showed roughly similar associations with each anthropometric measure, correlations with waist 
circumference were, In general, slightly larger than those with Quetelet Index, hip circumference, or WHR. 
Adjustment for covariates reduced (he magnitude of the associations very little. 
 
Partial correlations were then used to assess the relation of body fat distribution to levels of lipids and lipopro-
teins, independently of relative weight (Table 5). Controlling for Quetelet Index eliminated the associations 
with hip girth, but both waist circumference and WHR remained related to adverse lipid and lipoprotein levels, 
(Almost all waist girth and WHR associations were statistically significant at the 0.01 level.) In addition, with 
the exception of apo B levels In women, associations with waist girth and WHR were of similar magnitude. 
Stratified analyses (data not shown) indicated that the association between levels of ape B and WHR was 
strongest (r = 0,30) in women who were relatively heavy (upper tertile of Quetelet Index, >25.1 kg/m
2
), The 
corresponding association between apo B levels and waist girth among these women was only 0.13. 
 
Mean plasma levels of lipids and lipoproteins were then calculated according to tertiles of Quetelet Index and 
WHR, and the results are shown in Tables 8 (men) and 7 (women). (Analysis of covariance was used to adjust 
for possible confounders.) The middle tertile of Quetelet Index ranged from 24.1 to 26.4 kg/m
2
 for men, and 
from 21.8 to 25.1 kg/rn
2
 for women; corresponding cutpoints for the middle WHR tertile were 0.86 and 0.90 for 
men, and 0.72 and 0.76 for women. 
 
In almost all cases, Quetelet Index and WHIR were independently related to the levels of lipids and 
lipoproteins. For example, among men in the lower tertile of Quetelet Index (<24.1 kg/m
2
), mean levels of 
triglycerides Increased from 90 to 114 mg/dl as WHR Increased. Similarly, among men with WHR levels below 
0.86, mean triglyceride levels increased from 90 to 109 mg/dl with increasing Quetelet Index. Overall, levels of 
triglycerides increased by 37 mg/d1 from the lowest to highest tertile of Quetelet Index; the corresponding 
increase according to WHR tertiles was 39 mg/dl. (No significant Quetelet Index x WHIR Interactions were 
observed for any of the lipids and lipoproteins.) As previously observed (Table 4), except for levels of total 
cholesterol In men and HDL cholesterol in women, WHR was independently related to all lipids and lipopro-
teins. Along with the covariates, Quetelet Index and WHIR °explained° from 10% (HDL cholesterol In men) to 
24% (total cholesterol in women) of the variability in lipid and lipoprotein levels. 
 
To assess the relative Importance of waist circumference (vs. WHR) as a measure of body fat distribution, 
comparable cross-tabulations of Quetelet Index and waist girth were formed (data not shown). However, 
because of the very strong correlation between waist girth and Quetelet Index, neither was a significant 
predictor of lipid and lipoprotein levels in women. Among men, however, waist circumference generally 
showed an independent association with lipid and lipoprotein levels. 
 
Discussion 
Current findings Indicate that the distribution of adipose tissue as assessed by the ratio of waist to hip 
circumferences is related to plasma levels of total and HDL cholesterol, triglycerides, and apo B in apparently 
healthy men and women. These associations exist independently of age, smoking, alcohol intake, exercise, OC 
use, and most Importantly, Quetelet Index. Although earlier studies
28,29
 have yielded inconsistent results 
concerning the relation of relative weight to levels of apo W. results from this larger study indicate that Quetelet 
Index and WHIR are each independently associated with levels of apo B. 
 
In the current study, lipid and lipoprotein levels showed comparable associations with both waist girth and 
WHR, whereas associations with hip girth were generally weaker. In agreement with these findings, 
Krotkiewski et al.
8
 also reported that triglyceride levels were more strongly related to waist, as compared with 
hip, circumference. However, the current multivariable results (Tables 6 and 7) Indicate that although lipid and 
lipoprotein levels remain related to WHR even after controlling for Quetelet Index, independent associations 
with waist girth are less consistent. These differences probably reflect the very strong correlation between 
Quotelet Index and waist girth. However, further studies are needed to assess the value of waist girth (vs. WHR) 
as an index of body fat distribution In populations with varying degrees of obesity. The stronger relation 
between apo B levels and WHIR in relatively heavy women agrees with the findings of Hartz et al,
11,12
 based on 
women enrolled In a weight reduction organization. 
 
 
Although the relation of various weigh/height Indices to cardiovascular disease has been extensively studied, 
only markedly overweight persons have been consistently shown to be al increased risk.
30
 However, over 
sufficiently long follow-up periods, even moderate overweight confers excess risk for disease.
3,4
 In addition, 
although indices of relative weight do not distinguish between muscle and adipose tissue,
19,31
 more direct 
measures of obesity have not markedly Increased the association between obesity and cardiovascular disease.
32
 
Because of these discrepancies, Bjeirntorp
5
 has suggested that only specific subgroups of obese persons may be 
at increased risk for cardiovascular disease. 
 
Vague
6
 first documented that the distribution of adipose tissue (upper vs. lower body) is related to diabetes and 
atherosclerosis, and even at comparable weights, men have higher levels of insulin and triglycerides than do 
women.° The adverse impact of upper body obesity has been more recently studied by using WHR,
7
' '°
-17
 an 
Index that emphasizes the importance of abdominal fate.% 
10
 An increased WHR in women has been related to 
an Increased prevalence of diabetes and hypertension,
7
.
11, 12
 and both men and women with a high WHR are at 
Increased risk for coronary heart disease.
18,17
 Although WHR has also been related to adverse levels of lipids 
and lipoprotelns,
13
. 
14, 15
 these studies have consisted primarily of overweight subjects. Current analyses 
document a similar association in healthy men and women who were not selected because of obesity. 
 
The importance of other body fat patterns has also been assessed, typically by skinfold thickness measurements. 
A truncal (vs. peripheral) localization of adipose tissue has been related to increased triglyceride levels,
33,34
 
elevated glucose levels following an oral glucose load, 
35
 and an Increased prevalence of diabetes. 
38, 37
 
Independently of total cholesterol and blood pressure levels, subscapular skinfold thickness is also predictive of 
subsequent cardiovascular disease? e.
38,39
 Even In children, a central distribution of body fat Is associated with 
Increased insulin levels.
40
 As determined by 13 different skinfold measurements, a truncal fat pattern (mainly 
abdominal) was the fat-distribution parameter most predictive of coronary heart disease in the Paris Prospective 
Study.
41 
 
Metabolic characteristics of adipocytes depend, in part, upon their location. Enlarged abdominal adipocytes ob-
tained from women with upper body obesity are very responsive to stimuli promoting triglyceride release.
42
 
This easily mobilized fat draining directly into the portal vein could lead to Increased synthesis of very low 
density lipoproteins in the liver.
43
 High portal concentrations of free fatty acids may also lead to peripheral 
hyperinsulinemia, which could result in relative insulin resistance.
44
 Kissebah et al.
10
 have suggested that upper 
body obesity could also lead to decreased hepatic removal of Insulin and subsequent hyperinsulinemia. 
Evidence from the present study Indicates that body fat distribution, irrespective of the overall level of relative 
weight, is associated with lipid and lipoprotein levels. Men and women with an elevated WHR, which probably 
reflects an Increased amount of abdominal fat, are more* apt to have increased levels of total cholesterol, 
triglycerides, and ape B, along with decreased levels of HDL cholesterol. Although additional research is 
needed to determine the relative importance of various patterns of body fat,
45
 the current observations document 
the relation of adipose tissue distribution to lipid and lipoprotein levels in an unselected, healthy population. 
 
References 
1, Hubert FIB. The Importance of obesity in the development of coronary risk factors and disease: the 
epidemiologic evidence, Ann Rev Pub Health 1986;7:493-502 
2. Stem MP, Heffner SM. Body fat distribution and hyperinsulinemia as risk factors for diabetes and 
cardiovascular disease. Arteriosclerosis 1986;6:123-130 
3, Rebkin SW, Mathewson FAL, Hsu P. Relation of body weight to development of ischemic heart disease In a 
cohort Of young North American men after a 26-year observation period: The Manitoba Study. Am J Cardiol 
1977;39:452-458 
4. Hubert HB, Feinleib M, McNamara PM, Castel!! WP. Obesity as an Independent risk factor for 
cardiovascular disease: A 26-year follow-up of participants In the Framingham Heart Study. Circulation 
1983;87:968-977 
5. Bjorntorp P. Obesity and the risk of cardiovascular disease. Ann Clin Res 1985;17:3-9 
6. Vague J. The degree of masculine differentiation of °besides: A factor determining predisposition to 
diabetes, atherosclerosis, gout, and uric calculous disease. Am J Clin Nutr 1956;4: 20-34 
7. Rimm A, Hartz A, Rupley D Jr, Body shape and overweight as distinct risk factors for diabetes [abet* Am 
J Epidemic)! 1980;112:448 
8. Krotklewski PA, Bierrnorp P, Sjostrom L, Smith U. Impact of obesity on metabolism in men and women. 
Importance of regional adipose tissue distribution. J Clin Invest 1983;72: 1150-1162 
9. Ashweli M, Cole TJ, Dixon AK. Obesity: new insight into the anthropometric classification of fat 
distribution shown by computed tomography. Br Med J 1985;290:1692-1694 
10. Kissebah AH, Evans DJ, Petrie A, Wilson CR. Endocrine characteristics In regional °besides: role of sex 
steroids. In: Vague J, Bpmtorp P. Guy-Grand B, et al., eds. Metabolic complications of human °besides. 
Amsterdam: Elsevier, 1985:115-129 
11. Hartz AJ, Rupley DC, Kalkhoff RD, Rimm AA. Relationship of obesity to diabetes: influence of obesity 
level and body fat distribution. Prey Med 1983;12:351-357 
12. Hartz AJ, Rupley DC, Rimm AA. The association of girth measurements with disease In 32,856 women. 
Am J Epidemiol 1984;119;71-80 
13. Evens DJ, Hoffman RG, Kalkhoff RK, Kissebah AH. Relationship of body fat topography to Insulin 
sensitivity and metabolic profiles In premenopausal women. Metabolism 1984; 33:68-75 
14. Kalkhoff RK, Hertz AH, Rupley D, Kissebah AH, Kelber S. Relationship of body fat distribution to blood 
pressure, carbohydrate tolerance, and plasma lipids In healthy obese women. J Lab CAM Med 1983;102:621-
627 
15. Foster CJ, Weinsler RL, Birch R, at al. Obesity and serum lipids: An evaluation of body fat and fat 
distribution to lipid levels. Int J Obesity 1988;11:151-161. 
16.  Larsson B, Svardsudd K, Welln L, Wilhelmaen L, Bjorntorp P, Tibblin G. Abdominal adipose tissue 
distribution, obesity, and risk of cardiovascular disease and death: 13 year follow up of participants In the study 
of men born in 1913. Br Med J 1984;288:1401-1404 
17. Lapidus L, Bengtsson D, Larsson B, Penner! K, Rybo E, Siestrom L Distribution of adipose tissue and risk 
of cardiovascular disease and death: A 12 year follow up of participants In the population study of women In 
Gothenburg, Sweden. Br Med J 1984289:1257-1261 
18. Smith U, Fismrnersten Bletrntorp P, Kral JG. Regional differences and effect of weight reduction on 
human fat cell metabolism. Eur J Clin Invest 1979;9:327-332 
19. Keys A, Fidanza F, Karvonen MJ, Kimura N, Taylor HL Indices of relative weight and obesity. J Chronic 
Dis 1972;25: 329-343 
20. Anderson AJ, Barboriak JJ, Rimm AA. Risk factors and angiographically determined coronary occlusion. 
Am J Epidemiol 1978;107:6-14 
21. Sobocinski KA, Gruchow HIV, Anderson AJ, Barboriak JJ. Associations of aerobic exercise and alcohol 
consumption with systolic blood pressure In employed males. J Hypertension 1986;4(suppl 5):5358—S360 
22. Block WO, Jarrett KJ Jr, Levine JB. Use of single color reagent to improve the automated determination of 
serum total cholesterol, In: Skaggs LT Jr, ed. Automation In analytical chemistry. New York: Medlad, 
1985:345-347 
23. Kessler 0, Lederer H. Fluorometric measurement of triglycerides. In: Skeggs LT Jr, ed. Automation in 
analytical chemistry. New York: Medlad, 1965:341-344 
24. Lipid Research Clinics Program. Manual of Laboratory Operations vol 1: Lipid and lipoprotein analysis. 
DHEW publication no (NIH) 75-628. Bethesda, MD: National Institutes of Health, 1974 
25. Vander Heiden GL, Sasso EA, Yorde DE, Madledo el, Barboriak JJ. Examination of a competitive 
enzyme-linked immunoassay (CELIA) technique and a laser nephelornetric immunoassay technique for the 
measurement of apolipoprolain B. Clin Chim Acta 1983;135:209-218 
26. Rossensu M, Vercaemet R, Steinberg KK, Cooper OR. Some considerations of methodology and 
standardization of apolipoprotein B immunoassays. Clin Chem 1983•29: 427-433 
27. Vender Holden GL, Barboriak JJ, Sasse EA, Yorde DE. Correlation of the extent of coronary occlusion 
with apo B levels. Application of a new enzyme Immunoassay technique for apo B. Atherosclerosis 
1954;50:29-33 
28. Avogaro P, Cazzolato G, What° Bon 0, Mind GB, Chin-olio M. HDL cholesterol, apolipoproteins A-I and 
B: age and Index body weight. Atherosclerosis 1978;31:85-91 
29. DeDonder-DeCoopman E, Flevet-Desreumaux C, Campos E, at al. Plasma levels of VLDL- + LDL-
cholesterol, HDL-cholesterol, triglycerides and lipoproteins B and A-I In a healthy population. Influence of 
several risk factors. Atherosclerosis 1980;37:559-588 
30. Larsson B, Bjorntorp P, TIbblin G. The health consequences of moderate obesity. Int J Obesity 1981;5:97-
116 
31. RevIckl DA, Israel RO. Relationship between body mass Indices and measures of adiposity. Am J Public 
Health 1986;78:992-994 
32. Wein eler RL, Fuchs RJ, Kay TO, Triebwasser J H, Lancaster MC. Body fat: Its relationship to coronary 
heart disease, blood pressure, lipids, and other risk factors measured In a large male population. Am J Med 
1978;61:815-824 
33. Albrink MJ, Helga JW. interrelationship between skinfold thickness, serum lipids and blood sugar In 
normal men. Am J Clin Nutr 1964;15:255-281 
34. Desprits JP, Allard C, Tremblay A, Talbot J, Bouchard C. Evidence for a regional component of body 
fatness in the association with serum lipids In men and women. Metabolism 1985;34:967-973 
35, Sparrow D, Borkan GA, Garza/ SG, Wienlowski C, Silbert CK. Relationship of fat distribution to glucose 
tolerance results of computed tomography in male participants of the normative aging study. Diabetes 
1986;35:411-415 
36. Feldman R, Sender AJ, Slegelaub AB. Difference in diabetic and nondiabetic fat distribution patterns by 
skinfold measurements. Diabetes 1969;18:478-486 
37. Hiner SM, Stern MP, Plaudit HP, Rosenthal PA, Knapp JA, Matins RM. Role at obesity and fat distribution 
In noninsulin-dependent diabetes mellitus in Mexican Americans and non-Hispanic whites. Diabetes Care 
1986;9:153-161 
38. Stokes J, Garrison RJ, Kennel We. The independent contributions of various Indices of obesity to the 22-
year incidence of coronary heart disease: The Framingham Heart Study. In: Vague J. Bjorntorp P, Guy-Grand 
B, at al., ads. Metabolic complications of human obesities, Amsterdam: Elsevier, 1985:49-57 
39. Donahue RP, Abbott RO, Bloom E, Reed DM, Yeno K. Central obesity and coronary heart disease In men. 
Lancet 1987;1:821-824 
40. Freedmen DS, Srinivasen SR, Burke GL, at al Relationship of body fat distribution to hyperinsulinemia In 
children and adolescents: The Bogalusa Heart Study. Am J Clin Nutr 1987;46:403-410 
41. Ducimetiere P. Richard J, Camblen F. The pattern of subcutaneous fat distribution In middle-aged men and 
the risk of coronary heart disease: The Paris Prospective Study, it J Obesity 1986;10:229-240 
42, Klasebah AM, Vydelingum N, Murray R, at al. Relation of body fat distribution to metabolic complications 
of obesity. J Clin Endocrinol Metab 1982;54:254-260 
43. Havel RJ, Kane JP, Ukase SO, Segel N, Basso LV. Splanchnic metabolism of free fatty acids and 
production of triglycerides of very low density lipoproteins in normotriglyceridemic and hyperlriglyoeridernic 
humans. J Clin Invest 1970;492017-2035 
4.4, Evans DJ, Murray R, Klasebah AK Relationship between skeletal muscle Insulin resistance, insulin-
mediated glucose disposal, and insulin binding: effects of obesity and body fat topography. J Clin Invest 
1984;74:1515-1525 
45. Haffner SM, Stern MP, Hazuda HP, Rosenthal M, Knapp JA. The role of behavioral variables and fat 
patterning in explaining ethnic differences in serum lipids and lipoproteins, Am J Epidemiol 1986;123:830-839 
